To adapt the Helping Alliance Questionnaires for Child and Parents (HAQ-CP) into French and to assess their validity and reproducibility for use with the child, parent, and therapist.
T he term "therapeutic alliance" was first coined in 1956 (1) when it was used to refer to transference and resistance in psychoanalysis. In 1979, Bordin generalized the psychoanalytical concept to all types of psychotherapy (2) . He considered that the alliance is based on 3 components of psychotherapy that are interwoven and essential in the patient-therapist relationship: goals (shared objectives), tasks (that are defined by the therapist and that need to be understood for the patient to play an active part), and bonds (of mutual respect developed from a common understanding and common commitment). This structured definition set out by Bordin quickly aroused interest in several research teams (3) , and this led to the development of several scales measuring the therapeutic alliance, among which is Luborsky's Helping Alliance Questionnaire (4) (5) (6) . Two metaanalyses have provided a synthetic overview of research work on the alliance. In a metaanalysis of 79 studies establishing a link in adults between patient outcome in the course of therapy and the therapeutic alliance, Martin showed a moderate relation between the alliance score and patient outcome (7) . He showed that self-assessment by the patient appears to better predict how the therapy will go, compared with evaluation by the therapist, that the early alliance, measured in the first 3 to 5 encounters, is the most reliable indicator. These results remain valid irrespective of the instrument used, the type of therapy, the type of psychiatric pathology, the age of the patient, and the way in which care is provided (that is, ambulatory care or hospitalization). The concept of the alliance could thus be one of the rare indicators common to all types of adult psychotherapy (8) .
In children and adolescents, however, Faw notes that far fewer studies measure the alliance (9) . Eltz showed that an improvement in the alliance is associated with better progress of psychotherapy in adolescents (10) . In a study on the therapeutic alliance established between young delinquents and the clinical team in charge of them, Florsheim showed that a positive therapeutic alliance was predictive of an improvement in symptoms (11) . All these studies among children and adolescents involved the adaptation of scales measuring the alliance as perceived by the therapist and an outside observer, taking no account of the child's or parents' assessment of the alliance. However, child analysts and psychotherapists such as Houzel consider that the alliance needs to be established first of all with the parents if psychotherapy of the child is to progress satisfactorily (12) . For Steiner and colleagues at Stanford University, establishing this alliance with the parents needs to be a focus throughout the child's therapy, not merely at the start. They therefore started work on the adaptation and validation of Luborsky's adult scale, the HAQ I (13), for children and, for the first time, their parents (Kabuth and others, personal communication, 2003).
In France, there is no measure of the therapeutic alliance validated for children or adolescents. Because of differences in culture and psychotherapeutic practice between the United States and France, a translation with some adaptation of the instrument to the French context was required, followed by assessment of whether the new instrument measures the alliance in the same manner as the original.
The present study aimed to develop a French version of the HAQ-CP, with a therapist version drawn from that belonging to the adult HAQ I scale (13) . This work comprised 2 stages: adapting the HAQ-CP scale and the Therapist scale into French and validating (14) the French versions by study of their psychometric properties.
Methods

Subjects and Sample
The study population comprised children and adolescents aged 9 years and older who were in psychotherapeutic followup, as well as their parents and their therapists from 4 centres (Nancy, Lunéville, Strasbourg, and Thionville). Psychotherapy was provided either in ambulatory units or in hospital outpatient clinic settings, and all types of psychiatric pathology were eligible. Subjects were required to have had at least 3 sessions with the therapist. We excluded children who did not speak French or who presented pervasive developmental disorders or mental retardation according to DSM-IV-TR criteria (15) .
The HAQ-CP
The Instrument. The Child and Parent versions of the HAQ-CP and the Therapist version of the HAQ are self-administered questionnaires that assess the therapeutic alliance as perceived by the child, the parents, and the therapist at a given moment. The Child and Parent versions comprise 15 items. Of the first 13 items, which measure the therapeutic alliance, 9 items are positive statements, and 4 are negative. The last 2 items are positive statements that explore the overall psychological state of the patient. The Therapist version has 11 positive statements.
On a sample of 40 children and 40 parents, the internal construct validity of the original HAQ-CP proved very satisfactory, with Cronbach alpha coefficients at 0.92 (Child) and 0.89 (Parent). Principal component analysis showed the Child questionnaire to be unidimensional (alliance) and the Parent questionnaire to be bidimensional (alliance and level of understanding between the therapist and the child). The internal construct validity of the HAQ I is very strong because of the reiteration of several items exploring the same variable (13) .
Calculation of Score. The overall score for the therapeutic alliance is obtained by summing the scores for each item scored from 1 (strongly disagree) to 6 (agree); the score ranges from 13 to 78 for the Child and Parent versions and from 11 to 66 for the Therapist version. To assist interpretation and ensure consistency among the 3 versions, we standardized the global scores obtained in the present study; the adjusted overall score for the therapeutic alliance thus varies from 0 (poor) to 100 (excellent) for each version. The 2 items assessing the overall mental state of the patient as perceived at the time of administration carry 6 response choices scored 0 to 5. These 2 items are summed and normalized from 0 to 100; the higher the score, the better the overall mental state of the patient.
Study Design
Cross-Cultural Adaptation
This procedure was conducted according to published recommendations (16) . A questionnaire that has been validated in a given country is translated into the language of the country where it is to be used, with the appropriate adaptations to the particular cultural environment.
Thus 3 independent translations were initially produced. Following this, we convened a consensus meeting that assembled different specialists (the bilingual translators, methodologists, child psychiatrists, and parents of adolescents in psychotherapeutic follow-up). The purpose of the meeting was to develop a full transcultural adaptation based on the 3 translations and the contributions and ensuing discussion arising in the meeting. Our objective was to develop an instrument able to accurately measure the therapeutic alliance. This qualitative phase in the translation-adaptation procedure entailed careful examination of the various transcultural issues to generate a French adaptation that had clear, accurate, and relevant items and that used the same measurement criteria as the US instrument. It is therefore not a literal translation of the measure but an adaptation to a study population (the French context) that takes into account linguistic, cultural, and therapeutic differences to obtain an instrument that functions in the same manner as the source instrument. The different items were adapted with reference to 4 possible types of equivalence to the original (16): semantic (equivalent meanings of words), idiomatic (equivalent expressions and idiom), event-related (equivalence of situations experienced), and conceptual. From this perspective, there are 2 important requirements (14) . First, the adapted scale should explore the same concepts as the original scale, and second, the instrument format (mode of administration, number of questions, response choices, and score calculation) should be preserved.
Validation
Data Collection
The psychotherapist explained the aims and design of the study to the patient and his or her parents orally. They were also given an information sheet specifying that they were free to refuse to take part and that anonymity would be guaranteed. After this information was provided and patient and parents gave their oral agreement, the questionnaires were completed in 2 distinct administrations: · Immediately after the psychotherapy session, in the consultation waiting room, the first administration of the Child and Parent version was completed with the practitioner not present. The psychotherapist completed the Therapist version, as well as a general questionnaire recording sociodemographic and clinical data.
· In the 48 hours following the psychotherapy appointment, a second administration of the Child and Parent version was completed at home and the questionnaire (identical to the first) was returned in a stamped envelope provided at the time of the consultation and addressed to the coordinator. The therapist also completed the Therapist version a second time.
Number of Subjects
Of the analyses required to assess validity (factorial analysis and correlations), structural analysis is the most demanding. From the various recommendations published for calculating the number of subjects required, we selected that recommending 10 subjects (the largest estimate) per item, that is, 130 subjects (17) for the 13-item scale measuring the therapeutic alliance.
The study protocol was approved by the regional ethics committee and the Comité National Informatique et Libertés (CNIL nE05-1113) in observance of French law, ensuring confidentiality.
Statistical Methods
We used SAS version 9.1 (SAS Institute Inc, Chicago, IL, 2003) to perform the statistical analyses. The qualitative data were studied with chi-square tests. Quantitative data were analyzed with Student's t test or variance analysis.
Internal Construct Validity
Principal component analysis of items in each version of the questionnaire, excluding 2 mental state items, aimed to identify one or more groups of items that were strongly correlated, which permits definition of the uni-or multidimensionality of the scale (18, 19) . Only those factors with an eigenvalue > 1 were retained, and for each factor, those items correlated with it with a coefficient of > 0.4 were retained after the clinician verified that these choices were meaningful (14, 20) . Cronbach's alpha coefficient makes it possible to estimate internal consistency of a scale or of its different dimensions and reflects the homogeneity of the items belonging to a given dimension (19) . Its value varies from 0 to 1 and a value of > 0.7 indicates good internal consistency (17) .
Child-Parent-Therapist Agreement
External construct validity is defined as the search for correlations between 2 or more instruments measuring the same concept (21) . Because there are no other validated scales assessing the therapeutic alliance in children, assessing this form of validity was problematic.
However, because the study measured the alliance through the eyes of 3 separate individuals involved in it, comparison of their overall scores provides information on the consistency and convergence of responses. Since it appeared essential to take into account each participant's role in constructing the alliance in regard to each subject, we studied agreement among the responses obtained from the 3 actors in the triad, using a mixed-effect analysis of variance model. This model includes a fixed-effect version variable (3 versions of the questionnaire) and a random-effect triad variable (the triad comprising the 3 individuals involved for any given subject). We first considered the 3 individuals in a symmetrical manner in the triad, and then we compared the alliance score derived from each with that of the 2 others, using the contrasts method. Intraclass correlation coefficients were derived from the variance components in the model. We also conducted pairwise analysis of concordance between individuals in each triad, using a Bland and Altman graph.
Reproducibility
To study intraindividual item agreement, we calculated a weighted kappa coefficient suited to multiple response choices for each item. The calculation of intraclass correlation coefficients provided information on agreement of the global scores. We used a Bland and Altman graph to illustrate pairwise individual agreement: plotting difference against mean score in each pair makes it possible to visualize whether points obtained are within the theoretical 95% agreement limits.
Acceptability
The format, layout, and clarity of the items contributes to the acceptability of the scale in a real-life setting, and the examination of the number and distribution of missing data provides information on the acceptability of these self-administered questionnaires.
Results
Transcultural Adaptation
Most items required little adaptation other than linguistic adaptation. A few required specific alterations to fit the French cultural and (or) therapeutic environment. In Item 1 ("I believe my doctor is helping me"), the use of "my" was thought unsuitable in the French context, being too personal and emotional, and the translation retained was le docteur (the doctor). It can also be noted that the use of the word docteur is more suitable for children, while the word médecin is thought to be more appropriate for adults. For Item 3, "the treatment" was detailed further as le traitement (consultations, entretiens, médicaments) because, in French, the word traitement would tend to indicate medication only, rather than care provision overall. In Items 8, 9, and 12, the verb "feel" is translated by croire (to believe), which is the idiomatic equivalent in French for expressing subjective impressions that may be open to doubt. Use of the verb sentir (to feel, in other contexts) would not capture the meaning here. In Item 9, "to achieve my goals" was translated as m'en sortir, an idiomatic expression that can be roughly translated as "get better," "get over it," or "sort out the problem." The reason for this is that, in France, a child is not likely expected to define specific therapeutic objectives (goals) at each encounter, although children are presumably aware that they are attending sessions to learn to cope with their problems.
Validation
In all, 148 children (71 girls and 77 boys) were included. Their sociodemographic and clinical characteristics are presented in Table 1 . The mean age was 12.6 years, SD 2.6, and ages ranged from 8.4 years to 21.1 years. For a large majority (72.9%), the mother was the parent responding to the questionnaire.
Psychometric Properties of Items
Item-by-Item Reproducibility. Weighted kappa coefficients showed moderate reliability overall for the 3 versions of the scale. All were < 0.70, except for Item 12 in the Child and Parent versions, where the value is 1.0 ( Table 2) .
Acceptability. Four children did not respond to Item 11 ("I believe my doctor likes me"), and one child specified "the doctor is not there to like me" (that is that is not his job). A response to this item was also missing in 4 Parent questionnaires.
Psychometric Properties of the Scale
Unidimensionality. Exploratory factorial analysis provided arguments in favour of unidimensionality for the 3 versions. Principal component analysis of the Child version showed the preponderant role of the first factor (the therapeutic alliance), which explained 80% of the total variance with an eigenvalue of 4.00. The eigenvalue of the second factor was 0.93 (19% of total variance), but only 1 of the 13 items was correlated to it, with a coefficient > 0.4. For the Parent version, the first factor, with an eigenvalue of 4.10, explained 75% of the total variance. For the Therapist version, results were even more marked, with the 11 items positioned on the first factor, which explained 88% of the total variance (eigenvalue 5.80) ( Table 3) .
Internal Consistency. The Cronbach alpha coefficients are all 0.80 for the overall score for the therapeutic alliance of the 3 versions of the instrument (Table 3) .
Child Parent Therapist Agreement. The study of questionnaire scores in pairs set against the third questionnaire scores showed that the scores of the Parent and Child versions differed by only 0.9 (P = 0.49), whereas the Therapist scores were significantly lower (P < 0.001). The intratriad correlation coefficient was 0.34 (95%CI, 0.23 to 0.45); the intrapair correlation coefficients were 0.33 (95%CI, 0.17 to 0.47) for Child-Parent, 0.25 (95%CI, 0.09 to 0.40) for Child-Therapist, and 0.42 (95%CI, 0.25 to 0.55) for Parent-Therapist. Bland and Altman graphs showed that, in each pair, the score difference did not differ according to score level (not shown).
Reproducibility. At > 0.80, the intraindividual correlation coefficient was very high for all 3 versions, showing good reproducibility ( Table 4 ). Bland and Altman graphs showed homogeneity of score differences around zero across the scale (Figure 1 ).
Acceptability. The number of incomplete questionnaires (1 or 2 missing responses) is very low for all 3 versions: respectively, 6.1%, 4.9%, and 1.4% for the first administration of the Child, Parent, and Therapist versions; and 3.5%, 3.4%, and 0.9% for the second administration.
lobal Scores
Global scores for the therapeutic alliance were higher on average for the child and the parents than for the therapist and, for the overall mental state, higher on average for the child than for the parent (Table 4 ).
Discussion
Clinical Implications
It is feasible to measure the therapeutic alliance as seen by children and adolescents in psychiatric care, by their parents, and by their therapist. To this end, the HAQ-CP scale has been successfully adapted for a French population. Content validity is preserved, and construct validity and reproducibility are robust. The concordance of alliance assessment between child, parent, and therapist was moderate in our sample. The latter 2 showed slightly closer agreement, although the scores of the former 2 were more similar on average.
Translation and cultural adaptation of the US instrument (rather than development of a new instrument) enabled savings in time and resources and, above all, will facilitate comparisons with other international studies (22) .
In this initial validation study, children and adolescents were included without regard for the type of pathology, for the type of psychotherapy, or for how long it had been ongoing, so that we could obtain as representative a sample as possible of the French population of children in psychiatric care able to complete a questionnaire on their own. The acceptability of the 3 French versions is satisfactory, as can be seen from the small amount of missing data. The instrument is short, coherent, and comprehensible, even among children as young as age 9 years. Eleven subjects under age 9 years also responded after they were included by certain investigators of children under this age who considered them capable of filling in the form; however, there were too few of these for us to detect any differences.
One of the original findings derived from the instrument is the closer relation of the therapist's assessment with the parent's assessment than with the child's assessment. These results empirically confirm the opinion of the psychoanalysts Freud (23) and Greenberg (24) , who were in favour of working with parents. This adds weight to the idea that parents are closely involved in their child's therapy. Nevertheless, neither the parent's nor the therapist's assessments can be used as a proxy for the child's assessment. In contrast, it appears that, on average, therapists underestimated the quality of the alliance established.
The satisfactory psychometric properties, the easy administration, and the simplicity of the calculation of the global scores are incentives for pursuing the development of this scale for specific psychiatric pathologies in children. The possible predictive value of the measure for patient and therapy outcome remains to be explored, as does the part it might play in adapting daily psychotherapeutic care provision.
This French adaptation and validation study of the HAQ-CP is an important step in international research on the therapeutic alliance in children and adolescents. International comparisons would now appear to be feasible, despite different psychotherapeutic approaches. In the future, more specific studies on different psychiatric pathologies and different types of psychotherapy and psychiatric care, and on various sociodemographic characteristics of the children and adolescents, will permit better definition of the clinical roles of the therapeutic alliance.
The sensitivity of the score to clinical change needs to be explored in longitudinal studies so that the progression of the alliance as seen by child, parent, and therapist in the course of psychotherapy can be followed. Are there fluctuations in the alliance and in its perception in the course of therapy, as Safran has described in adults (25, 26) ?
Measurement of the therapeutic alliance in children and adolescents, which is new, is at this stage above all a research tool. External factors influencing the alliance are as yet unknown and require study. For Despland (27) , the factors involved in the development of the alliance are numerous and include patient characteristics, therapist characteristics, and therapist technique.
Before this instrument can be used by child psychiatrists in their clinical practice, further research is therefore needed. The present work has made it possible to develop the foundation by showing the acceptability and the psychometric qualities of the French HAQ-CP, in particular, its internal construct validity and its reproducibility.
Limitations
The translation and adaptation by expert committee raised certain significant issues. In addition to the relational bond between patient and therapist, the therapeutic alliance also relates to their collaboration in the therapeutic task. This aspect, which differentiates the alliance from the analytical concept of transfer, is more difficult to target in the French context. In France, child psychotherapy is less bound by protocol but, rather, is adapted according to the way the session progresses and to the child's actual participation. There are few guidelines, and no therapeutic objectives are formally established at outset. Thus "to achieve my goals," as explained earlier, required adaptation to be comprehensible. Certain items in the original instrument do specifically measure the patient's and therapist's active participation in the therapy (which may be cognitive, behavioural, supportive, or psychoanalytical). This, however, may not always be really meaningful, or may not measure quite the same thing, in the French context. Rather than viewing this as the measurement of a different concept from the "collaboration" explored in the original measure, one can postulate that this is an essential adaptation of the concept explored to a different therapeutic environment and an integral part of the translation procedure.
It is possible that therapists occasionally did not include certain patients with whom therapy was not proceeding satisfactorily, which is, of course, a source of possible selection bias. Conversely, the large number of long-standing, ongoing therapies ensured that measures of the alliance at all stages were possible. In addition to this, the clinical heterogeneity of the study population did not permit study of features specific to any particular pathology or any particular type of therapy in the construction of the alliance. It did, however, show that no subject with a given pathology experienced any difficulty responding to the questionnaire.
The study of reproducibility for this instrument posed problems. The differing context between the questionnaire administrations (the consultation waiting room and the home setting) raises the question of the reliability of this reproducibility study. Parents and children may have discussed the consultation between the 2 administrations, thus influencing or altering their respective assessments of the alliance at the time. The very short time lapse between the 2 administrations, which was chosen to minimize changes, as well as reconstruction phenomena linked to the consultation, could have involved a memory bias. The investigating child psychiatrists reported that, 48 hours later, they did not remember answers given just after the first interview. Reproducibility did not differ for child and parent responses.
The 3 versions of the HAQ for Child, Parents, and Therapist are available on request from the corresponding author.
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Résumé : L'adaptation française et la validation des questionnaires d'alliance thérapeutique pour enfants, parents et thérapeutes
Objectif : Adapter en français les questionnaires d'alliance thérapeutique pour enfants et parents (HAQ-CP), et en évaluer la validité et la reproductibilité pour l'utiliser avec l'enfant, le parent et le thérapeute.
Méthode : Premièrement, les 3 versions américaines des questionnaires ont été traduites en français par 3 traducteurs bilingues du français à l'anglais (qui étaient des locuteurs natifs), et les traductions ont été discutées par un comité d'experts pour faire en sorte que le concept exploré dans le contexte français soit suffisamment ciblé. Deuxièmement, les propriétés psychométriques de la version française ont été examinées dans une étude transversale multicentrique. Cent quarante-huit enfants et adolescents de 9 ans et plus souffrant de diverses affections ainsi que leurs parents et thérapeutes ont rempli le questionnaire. Les enfants étaient suivis dans les cliniques externes de 3 hôpitaux universitaires et dans 2 services psychiatriques ambulatoires.
Résultats : Les instruments étaient rapides et faciles à administrer, et l'acceptabilité était bonne. Les 3 versions se sont toutes révélées unidimensionnelles dans l'analyse factorielle (80 % de la variance était expliquée) et la cohérence interne était élevée (á de Cronbach = 0,8). La reproductibilité était satisfaisante (les coefficients de corrélation intraclasse étaient : enfant, 0,84; parent, 0,84; et thérapeute, 0,87). La concordance des 3 évaluations d'alliance était modérée.
Conclusion :
Ce travail procure aux pédopsychiatres une mesure valide de l'alliance thérapeutique. Sa valeur prédictive, bien que reconnue chez les adultes, doit encore être démontrée chez les enfants.
